mean of 167 days after stenting. Mean poststenting GFR and creatinine were 59 (range, 42-60) and 0.8 (range, 0.5-1.7). There was no difference between mean prestenting and poststenting GFR (P ¼ .32) or creatinine (P ¼ .41). Mean poststenting GFR and creatinine in the Wallstent, Z-stent, "renal gap," and iliac vein only stents patients were: 60 and 0.9, 60 and 0.8, 60 and 0.7, and 59 and 0.8, respectively. There were no differences in poststenting mean GFR or creatinine between the Wallstent (P ¼ .23; P ¼ .27), Z-stent (P ¼ .18; P ¼ .32), and "renal gap" (P ¼ .25; P ¼ .15), and iliac vein only stent groups. One patient (1%) developed renal vein thrombosis treated with thrombolysis and stenting. Thirty patients (77%) with stents across the renal veins had follow-up imaging and all 30 (100%) had patent renal veins.
Background: A 45-year-old man presented with a large painful and pulsatile mass consistent with ulnar artery aneurysm. Patient underwent primary excision and interposition grafting. The video provides a detailed description of the procedure.
http://www.conferenceabstracts.com/uploads/cfp2/attachments/ZRFDQ HCR/ZRFDQHCR-290905-1-ANY.mp4
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Surgical Management of Pediatric Renovascular Hypertension
Dawn M. Coleman, Jonathan L. Eliason, Tatum Jackson, David B. Kershaw, David M. Williams, Santhi K. Ganesh, James C. Stanley. University of Michigan, Ann Arbor, Mich
Objectives: Renovascular hypertension is the third most common cause of pediatric hypertension (HTN), and if left untreated, risks devastating cardiopulmonary complication, stroke, renal failure, and mortality. The impetus of this study was to identify risk factors responsible for persistent HTN necessitating reoperation.
Methods: A retrospective analysis was performed of consecutive pediatric patients undergoing open surgical revascularization between 1981 and 2016. Anatomic phenotype and patient risk factors were analyzed using multinomial regression and Kaplan-Meier survival curves regarding perioperative outcomes including blood pressure control, morbidity, and secondary operations.
Results: There were 155 patients (70 girls, 85 boys), mean aged 9 years (6 months-19 years), who underwent an index operation, of whom 56 (36%) demonstrated left ventricular hypertrophy by echocardiogram. Thirty patients (19%) had neurofibromatosis, and 70 patients (45%) had abdominal aortic coarctations. Additional diagnoses identified included Williams syndrome, moyamoya disease, fibromuscular dysplasia, Beals syndrome, trisomy 21, Noonan syndrome, gonadal dysgenesis, Alagille syndrome, and Behçet disease. Malignant HTN and failure to thrive were commonly identified at the extremes of youth. Failed previous open or endovascular revascularizations affected 45 children (29%) prior to transfer to the authors' institution. There were 297 primary surgical interventions performed, including renal artery-aortic reimplantation (122), segmental renal artery-renal reimplantation (12), aortorenal bypass most commonly with hypogastric artery (49), segmental embolization (9), renal patch angioplasty (7), and partial or complete nephrectomy (21) in addition to concurrent visceral revascularization (20) and aortic revascularization by way of patch aortoplasty (28) and aortoaortic bypass (29). Surgical morbidity was minimal; renal insufficiency requiring dialysis did not occur. During follow-up that averaged 40 months, 29 children (19%) required reoperation, including both open surgical (22) and endovascular (5) procedures. Those children aged <5 years at the time of index surgery were statistically more likely to require reoperation (P < .05) in comparison to older children (Fig) . Children undergoing remedial operations and those with midaortic syndrome were less likely to be cured of HTN. The overall experience revealed HTN to be cured in 67 children (43%), improved in 65 (42%), and unchanged in 21 (14%). There was no perioperative mortality.
Conclusions: Contemporary surgical treatment of pediatric renovascular HTN requires an individualized approach providing sustainable benefit to nearly 90% of patients with negligible morbidity and no mortality. Extremes of youth increase the likelihood of reoperation. Patients undergoing remedial surgery and those with abdominal aortic coarctation are less likely to be cured of HTN. Judicious postoperative surveillance is imperative. Objectives: Clinical documentation is the key determinant of inpatient acuity of illness and payer reimbursement. Every inpatient hospitalization is placed into a diagnosis-related group (DRG) with a relative value based on documented procedures, conditions, comorbidities, and complications. The case-mix index (CMI) is an average of these DRGs and directly impacts physician profiling, medical center profiling, reimbursement, and quality reporting. We hypothesized that a focused, physician-led, initiative to improve clinical documentation of vascular surgery inpatients will result in increased CMI and contribution margin.
Methods: A physician-led coding initiative to educate physicians on documentation of comorbidities and complications was initiated on July 1, 2014. This consisted of weekly sessions and concurrent record reviews with coding specialists for several months, with subsequent creation of a documentation guide focused on common conditions. Clinical documentation and billing for all carotid endarterectomy (CEA ; Table I ) and open infrainguinal procedures (OIP ; Table II) performed between January 2013 and July 2016 were stratified into precoding and postcoding initiative groups. Age, length of stay, direct 
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Abstracts , and CMS base-rate reimbursement ($14,672 vs $$13,489; P ¼ .0001) than precoding initiative patients (n ¼ 277). The proportion of admissions with a documented MCC and CC was significantly higher after the coding initiative (61% vs 43%; P ¼ .0001). For both CEA and OIP, there were no statistically significant differences in age, length of stay, total direct costs, or patient primary insurance status between precoding and postcoding patient groups.
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Conclusions: Accurate and detailed clinical documentation is required for key stakeholders to characterize the acuity of illness for inpatient admissions and ensure appropriate reimbursement. It is also a key component of risk-adjustment methods for assessing quality of care. A physician led documentation initiative significantly increased CMI and contribution margin. Objectives: High graft costs for endovascular abdominal aortic aneurysm repair (EVAR) have resulted in small or negative margins between hospitalization cost and reimbursement. Hospitals obtain reimbursement based upon Medicare Severity-Diagnosis-Related Group (MS-DRG) coding to distinguish patient encounters with or without major comorbidity and/or complication (MCC). This study's objective was to evaluate coding accuracy and effect upon hospital cost for patients undergoing EVAR.
Methods: We identified 104 EVARs identified, including 94 "standard" (MS-DRG 238, n ¼ 88; MS-DRG 254, n ¼ 6) and 10 "complex" hospitalizations (MS-DRG 237, n ¼ 9; MS-DRG 253, n ¼ 1, MS-DRG 252, n ¼ 0; Table) .
Results: Upon review, 4% of patients were undercoded with MS-DRG of 238 assigned when the patients met MCC criteria for coding as 237. Hospitalizations coded with MS-DRG 253 and 254 were considered billing errors as well as MS-DRG 237 and 238 are more appropriate as "major cardiovascular procedures" (CMS.gov). This miscoding represented a total lost billing opportunity of $646,455. Mean length of stay in standard and complex hospitalizations were 3.0 6 1.5 vs 7.6 6 5.8 days (P < .001) and intensive care unit length of stay was 0.4 6 0.7 vs 2.4 6 3.1 days (P < .001). Postoperative complications occurred in 23% patients; however, not all met Centers for Medicare and Medicaid Services criteria as a MCC. Miscoded complexity was found to be due to postoperative events in all patients rather than missed comorbidities. Mean hospitalization costs for standard and complex patients was $28,863 6 $5621 vs $40,446 6 $13,096 (P < .001; Fig) . Conclusions: Our study reveals a large lost billing opportunity with miscoding of EVARs from 2010 to 2015, with errors in categorization of the procedure as well as miscoding of complexity. The revenue impact is potentially significant in this population and additional reviews of coding practices should be considered. 
